After one year Edinburgh's Community Drug Problem Service has shown that if psychiatric services offer consultation and regular support for drug users many general practitioners will share the care of such patients and prescribe for them, under contract conditions, whether the key worker is a community psychiatric nurse or a drug worker from a voluntary agency. This seems to apply whether the prescribing is part of a "harm -reduction" strategy over a long period or whether it is a short period of methadone substitution treatment.
Introduction
Edinburgh, with a population of nearly half a million, has the-highest known rate of HIV infection in Britain among its intravenous drug users, ofwhom half are thought to be infected.' An estimated 3000 drug users are known to services in Edinburgh and the surrounding areas. 2 Until 1986 centrally funded voluntary drug agencies offered a range of support services, counselling, and drop in centres for drug users. In addition, J R Robertson and his partners, practising in the Muirhouse district of Edinburgh, managed a disproportionately large number of drug users on their list of patients,3 and other Edinburgh practitioners shouldered more than their fair share of patients with drug problems.
The mental health unit at this hospital had no specialist drug clinics but offered outpatient and inpatient treatment to drug users through the general psychiatric services. In the five years before 1988, 538 drug users had been seen at the hospital, and double that number had been referred to a psychiatrist from the self poisoning unit, prison, and other agencies.
By 1986 at the infectious diseases unit at Edinburgh's City Hospital a screening and outpatient clinic had been started for those who were infected with HIV, three fifths ofwhom were or had been intravenous drug users. Methadone The objectives were to make contact with the maximum number of intravenous drug users; reduce needle sharing, unsafe sexual behaviour, and injecting drug use; stabilise oral drug use and lifestyle; reduce criminal behaviour and drug intake; and ultimately to stop drug use altogether. In addition to needle exchange, counselling, and health education the service offered the opportunity for methadone substitution treatment as maintenance treatment or as part of a gradual reduction programme. According to a recent review of methadone treatment in the United States, methadone is one of the most helpful means of reducing the risk of spreading HIV among drug users.
A letter was sent to all general practitioners and drug agencies saying that, in common with policies in other psychiatric clinics, the general practitioner would be expected to prescribe the recommended medication weekly and local pharmacists would dispense daily. The staff team (psychiatrist, community psychiatric nurse, or voluntary drug worker, or all) would establish a provisional contract with the drug user, subject to the general practitioner's agreement, recommending a starting dose of methadone and the expected reduction schedule. The contract also listed the following conditions: the drug user must not demand extra drugs from the doctor over the negotiated amounts; sell the prescribed drug; continue to use a chaotic mixture of drugs, only the prescribed drug; fail to see the key worker weekly. In most cases regular urine analysis was included and a specimen was to be given during the interview.
A case conference would be called at the general practitioner's surgery when relevant-for example, if the patient was a mother with small children-before the contract terms were discussed. No contract was valid until the doctor had given consent. Doctors were encouraged to telephone the Community Drug Problem Service should they wish to query the recommendations, which they received by post with a detailed letter about the patient. Most general practitioners welcomed the weekly support, supervision, and monitoring of the patient's drug taking behaviour that the team offered in exchange for the burden of weekly prescribing, and they recognised the value of shared care.
Although referrals were made direct to the hospital, the key worker would see the patients in the community either at a local health clinic or in the local social work department. Most commonly, patients were followed up at home, which involved the extended family in counselling. The 
Reduction programme
Of the 146 patients seen in the first year, 68 (47%) were prescribed methadone in a reduction programme (usually reducing by 2 5-5 mg a fortnight). The starting dose was loosely calculated from the Department of Health and Social Security guidelines of methadone equivalent to alleged street drug intake,' reduced slightly to take into account the predictability and purity of prescribed drugs, the 24 hour duration of BMJ VOLUME 300 methadone, the exaggeration of an anxious drug 
Maintenance
The length of drug use, the frequency of high risk behaviour and the lack of motivation for a life free of drugs, or a series of failed attempts at withdrawal determined whether a maintenance period was offered. Past prescribing by psychiatric services and seropositivity for HIV also influenced the decision in favour of maintenance. Probably the most important factor, however, was the age of the drug user: those over 30 were more likely to be offered maintenance than those in their early 20s, for whom reduction seemed a better objective. No one under 18 was offered methadone. Only six people were persuaded to undergo residential detoxification or rehabilitation programmes, though this partly reflects the absence of specialist drug beds at this hospital, the unpopularity of admission to an acute psychiatrist ward, and ambivalence about rapid changes in behaviour by Edinburgh's young drug users.
Counselling and support only were offered to 34 (23%) because this was considered to be the best option, because the drug user was too unstable for contract conditions, or because the patient's general practitioner refused to prescribe substitute drugs.
No longer attending
Of the 53 patients no longer attending, six were discharged back to their general practitioner (three on long term maintenance treatment with methadone), and six, all of whom were positive for HIV, to the City Hospital for medical follow up. Nine patients were sent to prison during drug treatment, usually for offences committed before attending the service. Eight of these had been on maintenance treatment with methadone, which was not continued in prison. There was concern about their exposure to illicit drugs and shared needles in prison. Drug users who were released from prison consistently described continuing their drug intake in prison and had injection sites to confirm this. The 
